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Experiences With Hydrocortisone 


Barney L, FREEMAN, Jr., M. D. 
The Moore Clinic 
Columbia, S. C. 


Hydrocortisone is a crystalline hormone, isolated 
from extracts of adrenal cortex. It is also known as 
Kendall’s “Compound F”. It is a distinctly different 
compound from Cortisone. 

Hydrocortisone was developed primarily for intra- 
articular adminisiration and its action is local only, 
having no systemic effects. The hormone, when in- 
jected into a joint, causes a reduction in the cell count 
of the synovial fluid and is reputed to cause great 
improvement in the symptoms and clinical signs in 
the rheumatoid arthritic joints into which it has been 
injected. This compound was first used in treating 
larger rheumatoid joints which lent themselves well to 
intra-articular injection, mainly the knee and _ hip. 
However, it has also been used in other joints. The 
relief of symptoms following intra-articular injection 
of Hydrocortisone has often been dramatic and lasts 
from three to twenty-one days. The substance has 
been used in ameliorating the symptoms of osteo- 
arthritis in appropriate joints and is quite effective. 
The compound is, however, not a cure for the under- 
lying disease processes, but is said to exert an anti- 
inflammatory action at the tissue level. Information as 
to the joints amenable to this type of therapy and 
methods of administration is available in the literature 
which accompanies the drug. 

We have also used this substance with amazingly 
good and uniform results in cases of subdeltoid bur- 
sitis, adhesive capsulitis and bicipital tendinitis of the 
shoulder. It has also been effective in our hands in 
treating inflammation of other bursae, including the 
radio-humeral, trochanteric and ischial bursae. 

Because of the excellent results we have obtained 
in the above mentioned cases, we felt it might be of 
benefit in other conditions. The rationale of its use in 
all conditions would appear to be that this substance 
exerts a local anti-inflammatory response and gives 
relief of pain so that physical therapy in the form of 
exercise to restore motion and strength could be less 
painfully administered. Therefore, we have used local 
injections of Hydrocortisone also in two cases of 
tendinitis about the knee and three cases with severe 
lumbosacral strain, all of which showed remarkable 
improvement. We felt that, since inflammation of the 
supraspinatous tendon of the shoulder was relieved by 
these injections, the same benefits could be obtained 


about the knee or other joints. I have also used this 
hormone in one case of coccygodynia in which the 
Hydrocortisone was injected in the region of the pain- 
ful sacro-coccygeal joint with reported relief of pain. 
One case of arthritis of the acromioclavicular joint was 
treated with no response. There was considerable re- 
lief of pain and resulting increase in motion and 
strength in one case of severe degenerative arthritis 
of the knee, the effects of each administration lasting 
approximately two weeks. Two cases of chronic 
synovitis of the knee and three of acute synovitis of the 
temporomandibular joint were relieved by injection 
with Hydrocortisone. 

I was impressed by the fact that these patients ob- 
tained a rather long acting analgesic effect following 
injection with Hydrocortisone and felt that it might 
be of great value post-operatively following joint 
surgery in which early restoration of motion is desired. 
If adequate long acting analgesia could be obtained, 
then exercises to restore motion and strength would 
be less painful and more readily accepted by the pa- 
tient. To date, we have used this in six cases post- 
operatively, and have been very favorably impressed 
so far with its action. No conclusion can be reached, 
of course, from such a small number of cases, but we 
are continuing its use and it may prove to be of some 
value. To my knowledge, there has been no report of 
the use of this or related compounds in the relief of 
post-operative discomfort following joint surgery. 
Treatment of subdeltoid bursitis and other shoulder 

lesions: 

In cases of subdeltoid bursitis, the patient usually 
complains of pain in the shoulder which is made worse 
by abduction and internal rotation of the upper arm. 
They may have difficulty in placing the hand behind 
the back and women often complain of having 
difficulty in fixing their hair. Examination usually re- 
veals point tenderness over the anterior portion of the 
shoulder and pain on abduction and internal rotation 
of the arm. X-rays of the shoulder may or may not 
show abnormal calcification in the subdeltoid bursa. 

After diagnosis has been established, under local 
Procaine anesthesia, the bursa is entered with a large 
caliber needle and an attempt made to aspirate as 
much of the calcium deposit as possible. This has been 
possible in only a small percentage of the cases. The 
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DIAGNOSIS 


1. Subdeltoid bursitis 


to 


Supraspinatus tendinitis 

3. Bicipital tendinitis 

4. Radio-humeral bursitis 

5. Ischial bursitis 

6. Trochanteric bursitis 

Adhesive capsulitis shoulder 

8. Chronic synovitis knee 

9. Post-operative arthrotomy knee 
10. Tendinitis, hamstring tendons 
11. Tendinitis, patellar tendon 


12. Post-operative removal, proximal fragment 
old fracture, carpal navicular 


13. Acute lumbosacral strain 

14. Degenerative arthritis knee, severe 

15. Degenerative arthritis, acromioclavicular 
joint 

16. Traumatic synovitis, temporo-mandibular 
joint 

17. Arthritis, right wrist 


18. Coccygodynia 
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NO. CASES RESULT 
5 Excellent 
3 Excellent 
5 Excellent 
8 Excellent 
Good 
1 (bilateral) Excellent 
6 Excellent 
2 Good 
5 Good 
1 Excellent 
1 Excellent 
1 Excellent 
3 Good 
1 Good 
3 

No relief of symptoms 
3 

Excellent 
1 Excellent 
1 Excellent 


FIGURE 1 


Results were classified according to relief of symptoms and increase in motion. 


bursa is needled then with this large caliber needle in 
an attempt to disrupt the wall of the bursa. Following 
this, 50 mgs. Hydrocortisone is injected, followed by 
daily diathermy and physical therapy to increase 
motion. The injections are repeated as often as neces- 
sary to maintain relief of the symptoms. In some cases, 
a repeat injection in three or four days is necessary 
and a third injection in about one week following the 
second. There have been several cases in which only 
one injection was necessary for complete and 
permanent relief and others which required four or 
more. We have had several cases which have shown 
complete disappearance of the calcium deposits, 
radiologically, after two or three weeks of treatment. 


Treatment of adhesive capsulitis: 


Adhesive capsulitis is distinguished from other 
shoulder lesions, mainly, by the decrease or loss of 
scapulo-humeral motion. The shoulder is also quite 
painful and x-rays show no evidence of abnormal 
calcification. We have had excellent responses by in- 
jecting 50 mgs. Hydrocortisone directly into the 
shoulder joint as often as necessary, followed by daily 
diathermy and physical therapy to restore motion. The 


jatter is of the utmost importance in this particular 
condition since pain is usually not completely relieved 
on cessation of Hydrocortisone therapy unless full 
motion of the shoulder has been restored. We feel that 
this hormone should be used in addition to exercises 
designed to gradually stretch the constricted capsule 
about the shoulder. 


We have had no case in which manipulation under 
anesthesia has been indicated and we feel that it is 
possibly contra-indicated since forceful stretching may 
produce tearing of the constricted structures, bleeding, 
increased pain and irritation. This, in turn, may cause 
more fibrosis and constriction later. However, there 
may be some instances in which manipulation would 
be necessary. 


Treatment of bicipital tendinitis: 


We have had five cases of bicipital tendinitis in 
which the point of tenderness is at the bicipital groove 
in the head of the humerus and in which the tendon 
can be felt slipping in and out of the groove on internal 
and external rotation of the arm with the elbow flexed 
at 90 degrees. Response from injections of Hydro- 
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cortisone into the bicipital groove and shoulder joint 
has been very impressive. 


Use of Hydrocortisone in control of post-operative 
pain: 


In post-operative control of pain, local injection of 
Hydrocortisone was first used in a wrist following 
removal of an avascular necrotic fragment of an old 
fractured carpal navicular. Following surgery, there 
was some limitation of motion of the wrist, particularly 
in dorsiflexion, which improved remarkably after the 
local injection of 50 mgs. Hydrocortisone plus physical 
therapy to increase motion. 


The relief of post-operative pain has been striking 
in four cases of patellectomy, in which narcotics for 
the relief of pain were not required after the first 
twelve hours, post-operatively. In one arthrotomy for 
removal of a ruptured semilunar cartilage, the patient 
required only one dose of narcotic. He was ambulatory 
the day of surgery and was dismissed from the hospital 
on the second day. His convalescence was entirely 
painless and uneventful. He now has full strength, full 
motion and no discomfort in the knee. 


It is realized that this is a small number of cases 
from which any concrete conclusion can be drawn, but 
the indications are that there seems to be definite bene- 
fit from use of Hydrocortisone placed in the joint 
following joint surgery. The early mobilization of 
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joints and institution of exercises would prevent muscle 
atrophy, thereby greatly shortening both the hospital 
stay and post-operative convalescence. 


Summary: 

Forty-three cases, of various conditions, which are 
commonly seen in orthopedic practice, have been 
treated with local injection of Hydrocortisone with 
only one which failed to show any relief at all. The 
rest showed great improvement. The most striking re- 
sults have been obtained in shoulder lesions, but it 
appears to be equally promising in local inflammatory 
reactions elsewhere. It may prove to be of value in 
control of post-operative pain following arthrotomy. 


Conclusions: 

1) Hydrocortisone in our hands has proved to be a 
valuable adjunct in the treatment of shoulder lesions, 
particularly subdeltoid bursitis, bicipital tendinitis, 
supraspinatus tendinitis and adhesive capsulitis. Physi- 
cal therapy to increase joint motion must accompany 
the use of this substance. 

2) This hormone has been of value in treating bur- 
sitis in other locations, as well as lumbosacral strain, 
degenerative arthritis, inflammation of various tendons 
and traumatic synovitis of the knee and temporo- 
mandibular joints. 

3) It seems that, from a small number of cases, it 
may have a place in the control of post-operative pain 
following arthrotomy, particularly about the knee. 


The Use of Tantalum Mesh in Repair of 
Ventral Herniae-A Six-Year Follow-Up 


WALLACE, FurMAN T., M. D. 
AND 
Wiuson, Ricuarp S., M. D. 


Spartanburg, South Carolina 


From the Department of Surgery, Spartanburg General 
Hospital, and The Wallace Foundation. 


Tantalum mesh is an excellent material for the repair 
of large ventral herniae in which the normal layers of 
the abdominal wall cannot be closed without undue 
tension. We have used this material since 1947, and 
the results have been satisfactory in all cases. 

We do not feel that tantalum mesh is a good 
material to use in massive inguinal herniae. At the 
present time, we are using polyethylene where ad- 
ditional splinting is felt necessary in massive inguinal 
herniae (as introduced by Thompson. )6,7 

The long time follow-up of ventral herniorrhaphies 
using tantalum mesh in seven instances follows. Some 
of these cases were done prior to the published re- 
ports in our Bibliography. 

The repair of large ventral herniae has always pre- 
sented a difficult problem. Usually the defect is large, 
and the fascial structures are weak. These conditions 
are usually present in obese individuals. The develop- 
ment of this type of hernia is much more likely when 


a vertical incision has been used in the upper ab- 
domen.! The use of tantalum mesh in repair of these 
herniae has been gratifying. 

The use of metallic grids and mesh is not new to 
the field of herniorrhaphy. As early as 1900 Witzel 
and Goepel used a crude network of mesh made from 
silver wire. In 1902 Meyer reported use of silver wire 
netting, and in 1903 Bartlett introduced a filigree of 
silver wire loops. The practice of using these heavier 
silver wire meshes was discontinued because the 
material was not inert and was ill-suited for tissue 
implantation. The tantalum mesh now in use has little 
resemblance to the earlier metallic grids. 

The present tantalum mesh is a woven gauze of 
tantalum wire three to four mils. in diameter. The 
usual weave is 50 by 50 and resembles a light, pliable 
screen. It is strong, hexable, biologically inert to the 
tissue, and it forms a lattace work for the ingrowing 
fibrous tissue which supports the hernial defect. The 
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FIGURE 1 


use of tantalum is simple and adaptable to numerous 
situations which may arise during repair of difficult 
herniae. 

A hernia is often associated with weak fascial 
structure. When the defect is so great that fascial 
approximation is impossible, one naturally thinks of 
using a patch to close the defect. This procedure of 
patching the defect with tantalum mesh has been very 
satisfactory. This allows repair of the hernia without 
tension and does not tear or place great stress on the 
fascial edge. 

TECHNIQUE 

The hernia sac is closed as the first step. Then one 
should cut the tantalum mesh the size needed to cover 
or patch the fascial defect. The cut edges of implant 
should be turned in approximately one cm. to make 
a smooth edge that will retain the sutures without 
pulling out. One should be certain that the implant is 
large enough so that it can be sutured to strong white 
fascia, and the dissection should expose the fascia 
adequately. The implant is sutured to the fascia about 
the hernial defect with interrupted tantalum sutures. 
The ten mil. size is the size best suited for this pur- 
pose. In tying tantalum wire, use a square knot and 
cut the ends vf the sutures at the knot so there are no 
irritating ends. 

During this period we have repaired 55 ventral 
hernias, and it was necessary to implant the mesh in 
7 cases, or about 13 percent of ventral herniae. 


We have not used tantalum mesh routinely in all 
ventral herniorrhaphies but have reserved this pro- 
cedure for difficult and large ventral herniae. The use 
of tantalum mesh patch over large abdominal defects 
is logical and offers a simple operative procedure in 
lieu of a more difficult one. We do not feel that it is 
necessary in all cases of ventral herniae. 


CASE HISTORIES 


1. J. D., a three-year-old child with a massive con- 
genital umbilical hernia was admitted for surgery on 
11-8-47. This child had a large defect measuring about 
three to four inches in diameter. (Fig.1) He was 
taken to surgery and the umbilicus excised, peritoneum 
closed, and posterior fascial sheath sutured with cot- 
ton. An inlay of tantalum mesh was used on the 
anterior fascial sheath because of the tension and in- 
ability to approximate this layer. The tantalum mesh 
was sutured to the anterior fascial layer. Skin was 
closed with skin clips. This child developed a paralytic 
ileus with moderate distention post-operatively, but 
the patient recovered from this without incident and 
was discharged on the seventh post-operative day. The 
final result is good six years post-operatively. 

2. F. H., a 38-year-old female textile worker de- 
veloped a large ventral hernia following a chol- 
ecystectomy in July, 1945. This patient, admitted on 
10-27-47, had a large ventral hernia comprising most 
of the right upper quadrant of the abdomen. ( Fig. 2) 
The defect measured six inches in diameter. Two days 


FIGURE 2 
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after admission a ventral herniorrhaphy was done. The 
old right rectus scar was excised and the hernia sac 
dissected free and removed. The peritoneum was 
closed in the usual manner, and the fascial edges 
freed. The tantalum mesh was sutured to the fascia 
without tension with tantalum wire suture. The pa- 
tient had an uncomplicated post-operative course and 
is working at present six years post-operatively with- 
out discomfort or evidence of recurrence. 


Cases 3, 4, 5, 6, and 7 were all adults with massive 
ventral herniae spaced over the subsequent seven- 
year period. A similar repair was done in each with 
satisfactory results. 


In the latest cases, steel mesh has been used rather 
than tantalum mesh with no appreciable difference in 
results. Two of these patients had an accumulation of 
clear serum in the post-operative period which was 
aspirated one to two weeks after discharge from the 
hospital. The final results were good in every instance. 


SUMMARY 


The use of tantalum mesh in repair of large ventral 
herniae is logical and offers a simple operative pro- 
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cedure instead of a more difficult one. 


This procedure is reserved for the extremely large 
and difficult cases where the usual repair would be 
unsatisfactory. 
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Management of the Menopause 


Watson C. Fincer, M. D. 


Charleston, S. C. 


Term menopause literally means—ceasation of 
menstruation, but by common usage it is used almost 
interchangeably with the term climacteric, which in- 
dicates the transition between the reproductive period 
of womans life and senescence. 

It is a natural process and just as adolescence is 
marked by the development of sexual function, so the 
climacteric marks its recession. Both adolescence and 
the climacteric are periods of endocrine adjustment 
and just as in adolescence the majority of girls acquire 
sexual maturity if they are left alon>, so only 10% to 
15% of women experience any real inconvenience 
during the menopause. Unfortunately there seems to 
be an increased tendency to consider this physiological 
period of sexual regression as a disease. 

As a rule the period of reproduction lasts for 25 to 
35 years, thus it is at about an age of 45 to 48 years 
that the menopause occurs. 

The basic feature of the menopause is the cessation 
of ovarian function and menstruation which occurs 
long before the other endocrine glands and the body 
as a whole show marked signs of senescence. Thus it 
can be said to herald the onset of gradual tissue re- 
gression of the body which lead to aging. 


A brief outline of the endocrine mechanism that 


characterizes the sexual aging of women has been re- 
constructed by Hamblen:! The functional span of the 
ovaries is limited and it progressively becomes re- 
fractive to the pituitary gonadatropins. First ovulation 
and corpus leutum formation fails therefore the in- 


fluence of progestin upon the pituitary is lost. At first 
the ovaries continue to respond to the follicle stimu- 
lating influence of the pituitary and estrogenic bleed- 
ing of either regular or irregular type may occur with 
critical decline in the estrogen level. However, soon 
the response to the follicle stimulating hormone is so 
slight that there is little cyclic alteration in estrogen 
production and menstruation stops. As a result of the 
loss of the influence of estrogen and possibly due to 
an attempt to overcome ovarian non-responsiveness 
the compensatory pituitary hyperactivity develops 
which results in increased sex steroid secretion by the 
adrenal cortex which in turn is able to exert con- 
ditioning influence upon the pituitary similar to those 
formerly exerted by the ovaries, with resulting 
lessened pituitary hyperactivity which ultimately leads 
to a stabilization of the endocrine system. 


True menopausal symptoms include only those 
which are due to the decreased or absent activity and 
the consequent endocrine disturbance. As previously 
stated only a small number of women experience 
really distressing symptoms. Donovan2 after an 
exhaustive study states that “a past history of an un- 
usual number of somatic symptoms unexplained by 
organic disease and antedating the menopause by 
decades was found in over 95% of patients”—with 
distressing menopausal symptomatology. Therefore— 
“It appears that the climacteric concept is accurate 
only if one appreciates the fact that these patients 
usually have had many such critical periods in their 
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lives and that in some instances a patients entire life 
is climacteric”. He concludes “that if a woman has 
been able to withstand the stress of 40 odd years of 
living without resorting to symptom formation and if 
the menopause has no catastrophic emotional meaning 
to her, she will experience the menopause without 
undue difficulty. 


Usually there is gradual lengthening of the interval 
between menses with decrease in the duration and 
amount of flow. At times the bleeding may be too 
frequent or prolonged and always these latter 
symptoms require diagnostic procedures to rule out 
malignancy. 

Of the subjective symptoms “hot flushes” are the 
most characteristic and may act as a standard by 
which the severity of the menopause may _ be 
measured. Hot flushes usually preceed the occurrence 
of ammenorrhea. 


Other symptoms frequently are given such as in- 
somnia, fatigue, and emotional instability. Un- 
fortunately however symptoms referable to practically 
every organ system of the body has been attributed 
to the climacteric without any foundation in reality. 


In the management of the menopause one thing 
stands out above all others and that is the simple fact 
that estrogens and other hormones are given to too 
many climacteric women without its real need and too 
frequently most endocrine therapy employs excessive 
or non-physiological dosages. The mere fact that a 
woman is passing through the menopause is no indica- 
tion for endocrine therapy. It is much better to allow 
the body to adjust naturally whenever possible to do 
so and only those seriously handicapped by true meno- 
pausal symptoms should receive active therapy. 


Treatment may be grouped under three headings, in 
the order of their importance. First, Reassurance and 
hygienic measures. Second, Sedation. Third, Endocrine 
therapy. 


The woman who seeks medical treatment during the 
menopause does so because she is either consciously 
or unconsciously upset emotionally and the degree and 
type of her emotional condition cannot be formulated 
in a few words or minutes. The patient should be 
patiently listened to, questioned, and then have com- 
pleted upon her a detailed history and physical ex- 
amination. In so doing a valuable patient-physician 
relationship and patient confidence is established. Once 
the patient clearly understands that the menopause is 
a normal period in her life she feels better. However, 
if an attempt at reassurance is tried after only a brief 
history and inadequate examination it has often nothing 
more than the effect of belittling the patient and her 
symptoms. After reassurance is given simple hygienic 
measures as rest, freedom from mental and physical 
fatigue will decrease the need for those needing seda- 
tion or endocrine therapy. It is good to remember that 
all therapy should aim at palliation only and not at 
the complete abolishment of all distress or of euphoria. 

If the patient is too tense and high strung to allow 
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for relaxation or if she feels that she “just has to have 
something” to help her along then sedation is in- 
valuable. The most valuable of the sedatives are the 
bromides and barbiturates. The dosage varies with 
the need of the individual and should always be the 
smallest dose that will produce the desired effect. The 
dosage should be reduced at intervals and discontinued 
as soon as possible. 


Endocrine therapy employs the use of estrogens, 
both natural and synthetic, and androgens. Of these 
the estrogens are the most commonly used. 


Very few climateric women need estrogens and it 
is now generally accepted that none should need other 
than oral administration. A syringe and needle and 
repeated office visits to receive such type of medica- 
tion is a poor approach to management of the meno- 
pause and should only be mentioned to be condemned. 


Dosage of estrogens should be small and large doses 
either by mouth or the injection route should be 
avoided. It might be said that when in post-menopausal 
women the vaginal smear is altered to one character- 
istic of the reproductive phase or if uterine bleeding is 
initiated the patient has been overtreated. A dosage 
of 1 mg. of stilbestrol or its equivalent in other 
synthetics or natural estrogens is a maximum dose and 
this is often too much and may result in overtreatment. 


Another principle to follow is that all estrogenic 
therapy should be given in a cyclic manner. The in- 
frequent haphazard administration at unplanned inter- 
vals and often subject to the desires of the patient who 
is told to “come in for a shot when you have some 
trouble” can only result in keeping the endocrine 
system in a state of flux and imbalance. 


In summary, we can say that there are three cardinal 
principles to be employed in the use of estrogens: 
first, small dosage; second, oral administration; third, 
they should be given in a cycle manner. 


A satisfactory schedule would be the administration 
of .2 mg. of stilbestrol for twenty days followed by 
eight to ten days without medication. If this is 
satisfactory, continue medication for two to three 
cycles; then cut the dosage to .1 mg. for two to three 
more cycles. If a dosage of .2 mg. initially fails, the 
use of .5 mg. or 1. mg. may be used for a short inter- 
val; although never maintained long at that level. The 
usual case will not require therapy beyond six months 
and certainly should need none beyond one year. Any 
case requiring estrogens beyond one year, has prob- 
ably been misdiagnosed in most instances and re- 
evaluation is needed. 


Most investigators agree that the beneficial effects 
are confined to relief of the vasomotor symptoms and 
associated feeling of well being. A safe rule is to treat 
no climateric woman with estrogens unless flushes and 
vasomotor instability are the outstanding complaints. 
Its use in the various psychoses may often prove more 
harmful than helpful by increasing the emotional 
chaos. 
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The use of androgens must be reserved for a 
limited number of indications in the climacteric 
woman. The use of androgens is condemned by many, 
but some feel that there is a limited place for their 
use. The theoretical concept upon which the use of 
androgens in the climacteric is based has not been 
proven completely valid, but from the clinical view- 
point the relief of vasomotor symptoms can be ob- 
tained and at the same time there is exerted an anti- 
estrogenic effect on tissues susceptable to the cell 
proliferating influence of estrogens. Androgens are 
valuable therefore in cases in which it is desirable to 
avoid estrogenic stimulation of the breast and endo- 
metrium. Such indications would be (1) post-meno- 
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pausal patients with vasomotor symptoms and 
menorrhagia, (2) patients with carcinoma of the 
breast or reproductive organs, (3) menopausal pa- 
tients in whom estrogens induce excessive bleeding, 
(4) patients who have had cyclomastopathy. 

A typical androgen course would be: 

10-15 mg. testosterone orally, every day for one to 
two months then 5-10 mg. testostrone orally, every 
day for one to two months. 
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Louis M. Orr, M. D. 
Orlando, Florida 


(This address was delivered at the last annual 
meeting of the Conference of Presidents and Other 
Officers of State Medical Associations. Since this will 
not appear in any journal which is available to our 
membership we are glad to give it to our readers. It 
is a timely message. 


Dr. Orr is the incoming president of the conference. 
He is also an outstanding medical leader and urologist 
and a close neighbor in Florida.—Editor. ) 


It has been pointed out many times by wise men 
that we can learn much from a thoughtful study of the 
past—and that by doing so we can gain a better per- 
spective on the present and the future. 


One of the wise men who offered such advice to the 
medical profession was the late Dr. Harvey Cushing 
of Boston, an eminent and honored figure in the his- 
tory of American medicine. Twenty years ago, almost 
to the day, Dr. Cushing delivered a memorable ad- 
dress in which he said: 


“A recent leader of public opinion openly states 
that most of those at present dealing with the sick— 
meaning more specifically the doctor — have their 
faces turned toward the past. If history but repeats 
itself, where else but the past can we learn anything? 
We certainly can draw little comfort and few admir- 
able lessons from the late present.” 


Here, today, acting upon Dr. Cushing’s timely and 
timeless advice I propose to look at the past. More 
specifically, I am turning back to the very address from 
which I have quoted—Dr. Cushing’s presidential ad- 
dress before the Congress of Physicians and Surgeons 
in Washington, D. C., on May 9, 1933. 


In that speech twenty years ago he said many things 
which bear repetition today, but I shall select just a 
few of his most pertinent remarks. Some of the re- 
marks illustrate that the problems, questions and 
criticisms of 1933 have their counterparts in 1953. 
Other remarks serve as points of reference which show 


that the past two decades have brought not only out- 
standing scientific advances, but also great progress 
in the human relations aspects of medicine. All of 
Dr. Cushing’s remarks, in my opinion, should help 
to stabilize our philosophy, our faith, our tolerance— 
and our blood pressure. 


Dr. Cushing, for example, was concerned twenty 
years ago about the Utopian medical proposals of the 
social reformers and the early rumblings of the 
socialistic threat. Near the opening of his address 
he mentioned “The present crux in which the med- 
ical profession finds itself, overmanned, over-special- 
ized, like other necessities of life poorly distributed, 
an expensive luxury for those of modest means and 
the subject of investigation by a commission which 
threatens us with socialization unless we promptly do 
something to alter our spots, to cast off our long-condi- 
tioned reflexes, and put ourselves on a modern chain- 
store business basis.” 


In view of the developments of the past few years, 
most of that sounds quite familiar. Continuing on the 
same subject, Dr. Cushing said in 1933: 


“Nor would this seem to be the time to fly to evils 
we know not of, but rather to stick firmly to what 
has proved in the long run the great stabilizer—every 
honest man with faith, hope and a stout heart going 
about his own business, with swift punishment for 
dishonesty and crime.” 


Then, after commenting that social reformers some- 
times lose their heads, and pointing out the folly of 
sitting down with pencil and paper to remake the 
social world, Dr. Cushing expressed this thought: 


“Heaven knows there are plenty of things the com- 
moner, including most doctors, would like to see cor- 
rected and the sooner the better . . . and the doctor 
wonders why, just at this time, when in spite of wide- 
spread distress and anxiety the health of the people 
as a whole is better than ever, he should be particu- 
larly singled out and told if he doesn’t distribute 
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himself more evenly, stop specializing and charge 
less, he'll be coerced into doing so. He thinks this 
highly peculiar, for hasn't he always striven with 
ever-increasing success to eliminate one after another 
the diseases whose particular care provides his bread 
and butter? And has he not shared with the priest, 
from the beginning of the record, in giving a large part 
of his time to the indigent poor in whom business, 
finance and the law may be theoretically interested 
without showing it in so direct and practical a way?” 


Twenty years later we in medicine still express that 
same wonder, still ask those same questions—but we 
also are doing a number of things to explain the won- 
der and answer the questions. Since Dr. Cushing spoke 
inn 1933, medicine’s scientific and technical advances 
have followed one upon another in almost breath- 
taking fashion, the health of the American people has 
continued to improve at an even faster rate than 
before, and we have witnessed the phenomenal growth 
and development of voluntary health insurance. Yet, 
we still have the same basic problems, criticisms and 
threats which confronted us then. At the moment, it 
is true, the criticisms and threats are less intense and 
less menacing than they were four years ago. Never- 
theless, we should bear in mind that Dingells and 
Murrays still roam the halls of Congress, that politi- 
cally-inspired commissions continue the effort to prop- 
agandize their proposals and that a wide variety of 
socio-medical planners still lurk behind the scenes, 
waiting for another try. 


While there are similarities and counterparts in the 
present medical situation, as compared with that of 
1933, there also are one or two interesting differences 
which are revealed by Dr. Cushing’s quoted comments. 

You may have noted that he referred to the medical 
profession as overmanned. In other words, twenty 
years ago—when this country was just beginning to 
emerge from the great depression—many people in 
and out of the profession complained that there were 
too many doctors and too many empty hospital beds. 
Now, despite the fact that for many years the num- 
ber of physicians has been increasing at a faster rate 
than the general population, we hear a continual hue 
and cry over an alleged shortage of doctors. It is just 
quite possible, of course, that the propaganda require- 
ments of the social planners—not to mention the nat- 
ural workings of the law of supply and demand—have 
something to do with this peculiar reversal in the list 
of our shortcomings. 


Another noteworthy difference lies in the fact that 
Dr. Cushing, speaking in 1933, could say little or 
nothing about voluntary health insurance. Twenty 
years ago hospital insurance plans, conceived during 
the depression, were in their early, uncertain infancy, 
and surgical and medical plans were not to appear on 
the economic scene for another six years. Today, with 
the active support and encouragement of the medical 
profession, the nation’s hundreds of voluntary plans 
protect more than 90 million Americans against hos- 
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pital, surgical or medical expenses — and they are 
growing and improving every day. The expedient 
social planners, of course, now dismiss that frustrating 
fact with the insistent claim that the voluntary plans 
are still woefully inadequate. 


At this point I should like to emphasize that the 
threat of socialization still exists in latent form. In 
1933, when Dr. Cushing perceived the danger, and 
for fifteen vears thereafter, most of us in medicine did 
not listen seriously to the many warnings which were 
sounded. During those fifteen years the social planners 
in and out of government carried on an expanding, 
intensified program of propaganda and legislative pro- 
posals, but we in medicine did nothing positive or 
effective to provide the necessary antidote. 


As a result, by the end of 1948 the danger had be- 
come so imminent that we were forced to divert a tre- 
mendous amount of time, energy and money to a 
special campaign against national compulsory health 
insurance. And while that effort was successful in 
warding off the immediate threat, and in helping to 
accelerate the growth of voluntary health insurance, 
it by no means solved all problems or dispelled all 
dangers. Today, those who are intent upon socializing 
medicine have simply made the expedient switch from 
the tactics of frontal assault to the more subtle meth- 
ods of infiltration and flank attack. 


This span of events from 1933 to 1953, in my 
opinion, provides a clear lesson for all of us in medi- 
cine. In short, we must never again disregard sound 
warnings from responsible sources; we must never 
again lose our alertness. Our alertness must be positive 
rather than defensive so that the social reformers will 
be deprived of all possible sources of ammunition. We 
must continue and accelerate the expansion of the 
medical profession’s many constructive programs now 
under way to make good medical care available to all 
the American people. 


It is interesting to note that when we finally did 
undertake a vigorous counterattack against the threat 
of government control, our campaign included a num- 
ber of basic elements and ideas which Dr. Cushing 
touched upon in his address of twenty years ago— 
the chain-store nature of socialized medicine, the 
value of individual initiative, the nation’s health prog- 
ress, the physician’s service to the indigent, the doc- 
tor-patient relationship, the role of the family physi- 
cian and the cost burden of government medicine. 


On the latter point, for example, Dr. Cushing com- 
mented in 1933 that the chief burden of compulsory 
health insurance “would fall as usual on the average 
provident man of good habits.” And along the same 
line he also quoted from the famous “forgotten man” 
address by William Graham Sumner, who made this 
still-timely analysis of social reformers: 


“They are always under the dominion of the super- 
stition of government, and forgetting that a govern- 
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ment produces nothing at all, they leave out of sight 
the first fact to be remembered in all social discus- 
sion—that the state cannot get a cent from any man 
without taking it from some other man, and this latter 
must be a man who has produced and saved it.” 


Some of the other ideas touched upon by Dr. Cush- 
ing are embodied in the various constructive programs 
which I mentioned just a moment ago. In view of the 
thoughts which he expressed twenty years ago, I be- 
lieve that Dr. Cushing would be pleased and heart- 
ened by the definite progress which is now being made 
in promoting closer relations and better understanding 
between physicians and patients. By the same token, 
I believe that he would find great comfort in some of 
the current trends in medical practice and medical 
education. 


It is vitally important today, in my opinion, for us 
in medicine to strive within our own ranks for a still 
greater recognition of the basic values which Dr. 
Cushing emphasized. It is essential for us to work 
even harder on the development and application of 
those basic ideas in positive, practical medical pro- 
grams—programs aimed at making adequate medical 
care readily available to all who need it and want it. 
Only by such striving and work can we prove con- 
clusively that we are truly progressive, while at the 
same time we fight to preserve the best traditions and 
principles of medical practice. The objective, in other 
words, is to find the best ways of fulfilling our pro- 
fessional and humanitarian ideals in the modern at- 
mosphere of medical economics. 


With that in mind, what are some of the basic val- 
ues and ideas which Dr. Cushing stressed in 1933, and 
which are pertinent to the problems and programs 
of 1953? 


Discussing the physician-patient relationship, for 
example, Dr. Cushing pointed out that the doctor is 
not at his best when dealing with reformers, malin- 
gerers and chiselers of various types. Then he went 
on to say: 


“He (the doctor) feels far more at home with the 
ordinary, self-respecting people of modest means who 
do not expect, on this earth, to find green pastures 
provided for them with ten cent cigars, a two-car 
garage, and a fish fry in every dinne: pail. They 
frankly say just what their circumstances are and 
what they can pay and when. For them, too, he can 
do no more than his best and only wishes it could be 
better, and cuts their bill in half or cancels it alto- 
gether.” 


At today’s prices, of course, if we were to bring the 
quote up to date we would have to raise the price 
of the cigar to thirty-five cents, add another car space 
to the garage, put blue-ribbon steak in the dinner pail 
—and we probably should throw in a guaranteed life 
income for good measure. ‘ 


But to return to 1933 for a moment, Dr. Cushing 
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pointed out the unfortunate fact that many people, 
especially in the cities, neglect to make a family 
friend, confidant and adviser of any one physician. 
When they move from town to city, or from one 
neighborhood to another, they far too often fail to 
provide themselves with the services of a family doc- 
tor. Then, when they are in need of proper medical 
care, or when an emergency arises, they are subject 
to all kinds of questionable suggestions from neigh- 
bors, friends and relatives. “What’s to be done,” Dr. 
Cushing asked, “to save them from themselves and 
keep them from ‘shopping around’ as it is called?” 


I think that Dr. Cushing would be heartened by 
what the medical profession is doing today, not only 
to provide an answer to that specific question but also 
to revive, improve and strengthen the doctor-patient 
relationship in all its aspects. The state and county 
medical societies, with the active encouragement and 
help of the American Medical Association, have made 
notable progress in this field during the last five years. 


For example, approximately 650 medical societies 
now are operating twenty-four hour emergency call 
systems, to help people obtain medical services with- 
out delay. There are approximately 500 state and 
county grievance committees to settle misunderstand- 
ings between patients and physicians over fees, pro- 
fessional services, medical ethics and other problems. 
All members of the profession are being urged to dis- 
cuss the costs of their services openly and frankly 
with patients, to avoid misunderstandings, and in- 
creasing thousands of physicians are displaying the 
American Medical Association plaque which invites 
patients to ask auestions about fees and services. More 
and more medical societies are initiating programs 
designed to guarantee medical care to anyone who 
needs it, regardless of ability to pay, and the Amer- 
ican Medical Association House of Delegates has taken 
official action urging all medical societies to adopt 
such programs. 


On national, state and local levels, medicine is in- 
creasing its efforts to convince the people that it is 
wise to have a personal physician. At the same time, 
medical societies are pushing ahead with a variety 
of programs aimed at improving the personal public 
relations of individual physicians and the community 
relations of the professional group as a whole. 


These and similar activities—moving forward on 
practical public relations ground which was largely 
unexplored twenty years ago—are designed to restore 
the human, friendly values which once were so pre- 
dominant in the doctor-patient relationship. They are 
gaining momentum throughout the country, and it is 
our responsibility to see that they develop with max- 
imum speed and efficiency. 


Closely related to the over-all problems of the doc- 
tor-patient relationship is the role of the general 
practitioner or family physician—and the ever present 
issue of specialization versus general medicine. That 
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issue was a controversial one When Dr. Cushing spoke 
twenty years ago, and it still is with us—but here too 
we can see heartening developments. But first let’s 
see what Dr. Cushing had to say on this subject in 
1933, and now I have several different quotes: 


“He (the general practitioner) has supposedly gone 
out of business, pinched on one side by the public 
health officer and periodic life-extension examiners, 
and on the other side by what are called the scien- 
tific doctors, including ourselves, the specialists in our 
respective hospitals. . . . 


“Indeed, it is authoritatively said that the automobile 
and the associated highways together with the present 
‘set-up’ of society have driven out the unmethodical, 
silk-hatted, bewhiskered, lovable and friendly general 
practitioner. .. . 


“But even though his whiskers have gone with his 
tall hat, if he ever had one, and he comes in a motor 
car instead of behind a horse, and nervously smokes 
too many cigarettes, the general practitioner or fam- 
ily doctor is still with us and plays the same important 
role he always has. 


“For nine tenths of what he is called upon to do ‘the 
operating table and the microscope and the roentgen 
ray and the trained nurse and the mechanotherapeu- 
tist? are wholly unnecessary; and when they are 
needed he usually knows where to get at them. . . . 


“Such are the men who represent the backbone of 
our profession and for each of them there are count- 
less devoted patients and for each patient whole fam- 
ilies whose voice in our discussions has not as yet 


been heard. . . . 


“It is to the self-sacrificing spirit of the sagacious 
practicing doctor, not to the likes of us in this, that 
or the other line of special work, or the medical sci- 
entist, or the public health official that from the earli- 
est times tribute has been paid. . . . 


“Three fifths of the practice of medicine depends 
on common sense, a knowledge of people and of 
human reactions. . . . 


“There has been much idle talk, too, regarding 
scientific medicine and the modern scientific doctor 
who with his ingenious appliances and mathematical 
exactitude has come to supplant the old-fashioned 
‘practical’ doctor. . . . 


“We have instruments of precision in increasing 
numbers with which we and our hospital assistants 
at untold expense make tests and take observations, 
the vast majority of which are but supplementary to, 
and as nothing compared with, the careful study of 
the patient by a keen observer using his eyes and 
ears and fingers and a few simple aids. The practice 
of medicine is an art and can never approach being a 
science even though it may adopt and use for its 
purposes certain instruments originally designed in 
the process of scientific research.” 
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In what I have quoted, and in many other parts of 
his 1933 address, Dr. Cushing touched upon a number 
of points which remain as familiar issues today— 
specialization versus general practice, scientific med- 
icine or the human touch, the respective roles of the 
public health officer and the private physician, the 
proper emphasis on prevention, which Dr. Cushing 
described as a greatly over-worked catchword, and 
similar questions. 


Today, twenty years later, the general practitioner 
still has not been displaced by the specialist, the pub- 
lic health officer, the research scientist or the expert 
on disease prevention. The family doctor still is going 
strong; in fact, he is going stronger. And the voice of 
his many loyal patients and friends finally has been 
heard, as witness the great public support for our 
campaign against socialized medicine. 


Despite the still-persistent cry against over-special- 
ization, the facts show that there actually has been a 
definite trend in the opposite direction since the end 
of World War II. Along with the growing emphasis 
on treatment of the whole patient—physical, mental 
and emotional—there has been a resurgence of inter- 
est in general practice. This is increasingly evident 
in medical schools, hospitals, professional organiza- 
tions and throughout the entire fabric of our medical 
care system. 


For example, recent surveys show that during the 
last four or five years an increasing percentage of 
medical students plan for a career in general practice, 
and a decreasing percentage intend to specialize. A 
number of medical schools are experimenting with 
curriculum changes placing greater emphasis on gen- 
eral practice, and designed to give correlated training 
in the basic sciences, the principles of medicine and 
the clinical care of patients. More and more hospitals, 
in their intern and resident training programs, are 
making provision for the young doctor who plans to 
be a general practitioner. The American Medical Asso- 
ciation, at its Clinical Session held each year in De- 
cember, designs the program especially for the benefit 
of the family doctor. Another organization, formed 
just five or six years ago, is the American Academy 
of General Practice, devoted to the problems and in- 
terests of the general practitioner. In the doctor 
placement programs which now are in operation in at 
least thirty-two states, major emphasis is on the task 
of obtaining well-rounded family doctors for the small- 
er communities. The same is true of the medical 
scholarship programs which have been set up by state 
medical societies. 


I believe that Dr. Cushing, in view of the ideas he 
expressed twenty years ago, would look approvingly 
on all these current trends in medical practice and 
medical education. 


Finally, as I come to the end of this address, let me 
turn once more to Dr. Cushing for some timely advice 
and philosophy: 
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“What this puzzled world needs perhaps is more 
study of the past, fewer commissions and surveys of 
the present, and a greater number of philosophically 
minded, self-supporting and law-abiding persons who 
can see all around their particular problem and inde- 
pendently devote themselves to it as do most doc- 
tors... 


“And should the doctor, in moments of discourage- 
ment about the shortcomings of his own tribe, now so 
thoroughly ventilated as to make those he is most 
anxious to help have misgivings about him, need like 
other people a timely word of comfort, he can re- 
member that, whatever the doctor of the future may 
come to be, it has been said not long ago of the doc- 
tor of his particular time—and with some small meas- 
ure of truth by one who had good reason to know him 
well—that: 


“He is the Hower (such as it is) of our civilization; 
and when that stage of man is done with, and only 
remembered to be marveled at in history, he will be 
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thought to have shared as little as any in the defects 
of the period, and most notably exhibited the virtues 
of the race. Generosity he has, such as is possible to 
those who practice an art, never to those who drive a 
trade; discretion, tested by a hundred secrets; tact, 
tried in a thousand embarrassments; and what are 
more important, Heraclean cheerfulness and courage. 
So it is that he brings air and cheer into the sickroom, 
and often enough, though not so often as he wishes, 
brings healing.’ ” 


From Dr. Cushing, and from all of the best in the 
past, we can learn this lesson, if we do not already 
know it: medicine always has had its problems, ob- 
stacles and criticisms, and it probably always will. 
We must face our problems, whatever they may be, 
with a philosophy based on the ancient virtues of 
faith, hope and charity and on the highest traditions 
and ethics of medicine. By so doing, we shall not only 
gain mental and moral comfort, but we shall also 
find ourselves closer to the practical solutions of the 
problems. 


TO ALL OF OUR FRIENDS 


OUR SINCEREST WISHES 


FOR 


A MERRY CHRISTMAS 


AND 


A HAPPY NEW YEAR 
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A Christmas Meditation 


Moscow, 

Symbol of a godless world, 

Where selfishness and greed, 

Falsehood and hate 

Suppress the voice of truth and right; 
Where the individual man, 

His freedom gone, 

Becomes a pawn in the game for power 
Played by the lustful and unprincipled few. 


New York, 

Meeting place of the United Nations, 
Scene of man’s greatest effort 

To build a world of harmony and peace; 
Where the representatives of men 
Argue and wrangle, 

Agree and disagree, 

As they struggle slowly, haltingly, 
Thwarted by the greed of nations, 
Schackled by their human frailties, 
Toward a goal beyond their grasp. 


Bethlehem, 

Cradle of love, 

Where came the angels 

On the first Christmas night 

To sing their song of goodwill and peace; 
Where came the Great Physician himself 
To heal the hearts of men 

And to give them life, 

Abundant life. 


Peoples of the earth, 

Disillusioned, distraught, and worn, 

To which city shall you raise your eyes, 
Moscow, New York, or Bethlehem? 
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JOSEPH I. WARING 


Dr. Joseph I. Waring, who will assume the position 
of editor of this Journal with the next issue, comes to 
his task fully equipped for the work. He has an 
established reputation as an outstanding practitioner 
of medicine, he is well acquainted with the broad field 
of medical care as it pertains to both scientific and 
socio-economic problems, he is a student of medical 
history and he is a writer of note. Under his leadership 
we look for a new day for the Journal. We wish for 
him every success and we beg for him the support and 
encouragement of each member of our Association. 


AU REVOIR 


Twelve and a half years ago we assumed the posi- 
tion of editor of this Journal. Now, one hundred and 
fifty issues later, we are relinquishing the task and 
placing the responsibility in the hands of a long-time 
friend and colleague, Joe Waring. 

It has been an eventful period of history during 
which it was our privilege to serve. World War II, the 
New Deal and the Fair Deal, the Cold War, the Ko- 
rean War, the advent of the Eisenhower administra- 
tion—these were the main events on our national scene. 
And on the medical front we observed the magnificent 
response of doctors to the call for duty in the armed 
forces, the fight against socialism, the intensive drive 
in the field of public relations, the expansion of the 
Blue Cross and Blue Shield plans, the appearance of 
grievance committees, the aroused interest shown by 
physicians in national and state legislation. 

Our own state medical association, joining in the 
great parade, strode forward with fresh vigor. A 
progressive Ten Point Program was adopted to serve 
as a blueprint for our work, a Blue Cross and then a 
Blue Shield plan was put into effect, a Department of 
Public Relations was established and an executive 
office created, an expansion program for the Medical 
College was launched, a Grievance Committee was 
brought into being, scholarships for students at the 
Medical College were established, cooperative efforts 
were carried on with such groups as the S. C. State 
Board of Health and the S. C. Hospital Association, 
the business sessions of our House of Delegates were 
streamlined, our Constitution and By-Laws were re- 
viewed and brought up to date, a Placement Bureau 
for Physicians was established, automobile insignia 
were secured for our members—to mention some of 
our outstanding accomplishments. 

And our Journal has tried to keep pace with this 
march of events. The size of the publication has been 
greatly increased, new departments have been added, 
a directory of the members is now being published as 
a supplement, revenue from advertising has more 


than doubled. 


It has been a thrill for us, as editor, to observe 
these various happenings and to report them to our 
readers, as well as to try to make the Journal a source 
of interest and of education to our members. The work 
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of the editor has not been easy. There have been 
mistakes, discouragements, criticism—but these have 
been compensated for by the sheer pleasure which 
comes from a task of this type. 

As we lay down the pen we do so with a sense of 
relief, knowing that the responsibility will now fall 
upon another. But there is also a twinge of sadness for 
the work has ever been a work of love, and the Jour- 
nal has become a part of our thought and life. 

Before we say au revoir we wish to thank those of 
the Editorial Board who have rendered such valuable 
help over the years, to the Officers and Councilors of 
our Association for kindly advice and encouragement, 
to the printers (Provence-Jarrard Company of Green- 
ville) who have been unusually cooperative and help- 
ful, and to the members of our Association who have 
accorded us the privilege of serving as editor for these 
twelve and one half years. 


MEDICAL CARE OF VETERANS 


The medical care of veterans is a subject which 
will be discussed frequently in the immediate future. 
Legislation relative to this will be before congress 
and extensive hearings will probably be held. 

The position of the American Medical Association, 
as adopted by the House of Delegates in June, 1953, 
is as follows: 

Medical care for veterans should be limited to 
(1) veterans with peacetime or wartime service whose 
disabilities or diseases are service-incurred or ag- 
gravated, and (2) within the limits of existing 
facilities, to veterans with wartime service suffering 
from tuberculosis or psychiatric or neurological dis- 
eases of non-service origin, who are unable to defray 
the expense of necessary hospitalization. 

The position of the A. M. A. should be made clear 
to the public and this can be done best through the 
individual physician. There is particular need for 
members of veteran’s organizations to know what the 
doctors advocate and no one is in a better position to 
do this than is the doctor who is himself a veteran and 
a member of such an organization. 


ANTIBIOTICS AND INFLUENZA 


As winter and the probabilities of influenza get 
closer, all of us might spend a few profitable minutes 
in reading a recent brief article on the use of anti- 
biotics in influenza-like infections.1 

This article shows statistically that the use of anti- 
biotics in actual treatment of the disease, or in the 
hope of preventing possible complications, cannot be 
justified. Actually, patients in the series studied who 
had only aspirin did better than those who were given 
antibiotics. 

The cry against the fruitless, expensive, and possibly 
dangerous use of antibiotics in conditions in which 
their worth is unproven has been raised on many 
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sides, but the habit has become so firmly established 
in many quarters that the voices of the righteous are 
lost in the sound of the scribbling of prescriptions. 
The public demands and the physician acquiesces 
rather struggle through long explanation. 


Thus another fallacy is entrenched so firmly that 
long years will be required to uproot it from the mind 
of the uninformed. 
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BOY SCOUT HEALTH LODGE 


There had long been a need for a small building at 
Camp Coker (Boy Scout) which could be used as a 
combination medical dispensary and infirmary. When 
this was brought to the attention of the members of 
the Pee Dee Medical Society (made up of physicians 
from Chesterfield, Marion, Marlboro, Darlington, Dil- 
lon, Horry, and Florence counties), the doctors de- 
cided that it offered both an obligation op- 
portunity which could be ignored. Each doctor in the 
society was asked to contribute $25.00 toward the 
erection of such a Health Hut. The request was also 
extended to physicians in Lee, Williamsburg, Sumter, 
and Clarendon counties since these counties were also 
included in this Boy Scout area. 


The response to the special campaign was out- 
standing. Most of the physicians contributed their 
$25.00 and when it became evident that the amount 
collected was not quite sufficient, many sent in an ad- 
ditional ten dollars. 


The building was completed this past summer. It 
houses a treatment room, a hospital room for boys 
who need to stay in bed, and sleeping quarters for 
the doctor or medical student on duty. 


The Journal wishes to congratulate the doctors on 
this splendid project. It is gratifying to know that the 
Hut was built from funds from physicians. It is even 
more gratifying to realize how many doctors con- 
tributed toward the erection of the building. 


That others feel as we do is shown by the following 
letter: 


Dear Members of the Pee Dee Medical Association: 


As Scout Executive of the Pee Dee Area Council, 
Boy Scouts of America, I want to thank you on behalf 


318 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


December, 1953 


of the 6,000 Scouts of this area, for your most generous 
contribution to Camp Coker, in the form of a perma- 
nent Health Lodge. 

Your Health Lodge is already filling a long needed 
addition to our camp. The Scouts and adults who at- 
tended camp this summer were very much impressed 
with the building which you made possible. 

The building consists of a three bed ward room, 
complete bath, an examining room, and a room for 
the camp resident physician. The facilities are used to 
examine Scouts upon their arrival at camp, and to 
isolate those who are ill until they can be sent to 
Bennettsville, or home for further examination and 
hospitalization if necessary. 

I hope that it will be possible for each member of 
the association to visit Camp Coker to examine your 
Health Lodge. 

This building will serve as a permanent monument 
to the doctors of the Pee Dee and their interest in the 
youth of this area. 

Added to my thanks, will be the thanks of 
thousands of boys who will use the facilities in the 
vears to come, 

Gratefully yours, 
Pee Dee Area Council, BSA 
W. E. Stallworth, Scout Executive 


MEDICAL FOUNDATION 


Your help in the program of the American Medical 
Education Foundation program is earnestly solicited. 
The Fourdation is attempting to attain a goal of 
$2,000,000 but so far in 1953 has fallen very short. 

Since the donation by the South Carolina Medical 
Association of $10,000.00 in the first year, South Caro- 
lina has been near the bottom of the list of states. 

Now that the end of the year is in sight, one be- 
comes conscious of income tax levies. Won't you ex- 
amine your accounts and see if an income tax de- 
duction is not in order? Let’s see if we can get South 
Carolina off of the bottom of the list. 

John T. Cuttino, M. D. 


HUSH PUPPIES 


Honolulu 
Dear Dr. Price: 

An ex-Southcarolinian lady here attributed hush- 
puppies to Virginia; but a second generation West 
Virginia emigre says she thinks they're Floridian and 
says they were invented by darkies on hunting trips, 
to hush the puppies—silence the hounds—by keeping 
them busy eating. She thinks the original recipe was 
just water-ground corn meal mixed with water and 
fried in the pan fish had been fried in; her own 
recipe is boughten corn meal, a little flour, a little egg, 
a little bakin’ powder, and a little chopped onion, 
molded into patties or rolls and fried in deep fat or 
in the grease fish have been fried in. She says they're 
not much shakes, though, unless they're made with 
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real water-ground corn meal, which can’t be had in 
this otherwise lovely land of ours out here in the 
Pacific. 

No doubt this won't be your only, or your first, or 
your most authoritative reply to your inquiry; but I 
bet it’s from the furthest! 

Cordially yours, 
Harry L. Arnold, Jr., MD 


A. M. A. NEWS NOTES 


AMA TO SURVEY POSTGRADUATE 
EDUCATION 


MEDICAL 


Since keeping abreast of the latest developments in 
medicine is essential to the physician who wishes to 
bring the best possible medical care to his patients, 
the AMA’s Council on Medical Education and Hos- 
pitals currently is undertaking an extensive survey of 
the entire problem of postgradutee education. To get 
firsthand information from the doctors themselves, the 
Council is distributing questionnaires to about 18,000 
practicing physicians in all parts of the country. Doc- 
tors are asked to evaluate the various methods em- 
ployed to keep them up-to-date in medicine—such 
things as medical publications, medical society meet- 
ings, postgraduate medical school courses and so forth. 
This study should result in an extension and improve- 
ment of the ways and means available for post- 
graduate medical education. 


CLARIFICATIONS IN “DOCTOR DRAFT LAW” 


New regulations modifying and consolidating earlier 
directives under the “Doctor Draft Law” (Public Law 
779, 8lst Congress) were issued in October by the 
Department of Defense. new regulations, 
among other things, more clearly define professional 
standards of special registrants (medical). For ex- 
ample, a special registrant will be considered profes- 
sionally acceptable if he is: (1) A gradute of an ap- 
proved medical school or of a foreign medical school 
whose graduates are recommended for consideration 
by the AMA’s Council on Medical Education and 
Hospitals; (2) A graduate of any other medical school 
and has an M. D. degree after completing a four-year 
medical course providing he has had 12 months of 
approved intern or residency training or is a diplomat 
of an American specialty board, and is licensed to 
practice medicine in any state or territory of the 
United States, or is a diplomat of the National Board 
of Examiners. 


These 


Assigning of rank will be based upon the number 
of years spent in appropriate professional activities 
subsequent to medical school graduation and prior to 
date of appointment. The scale for physicians and 
dentists is set up as follows: Less than 4 years—lst 
Lieutenant in Army and Air Force, Lieutenant in 
Navy; 4 to 11 years—Captain in Army—AF, Lieuten- 
ant in Navy; 11-18 years—Major in Army—AF, Lt. 
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Commander in Navy; 18 or more years—Lt. Colonel 
in Army—AF, Commander in Navy. 


Copies of the entire directive are available on re- 
quest from the AMA’s Council on National Emer- 
gency Medical Service. 


LIFE’S BUSY FOR AMA PRESIDENT 


“Home is where you hang your hat,” and AMA presi- 
dent Edward J. McCormick has been hanging his 
most often in airplanes. During the first 10 months of 
1953, McCormick has chalked up more than 35,000 
miles in treks from his home in Toledo to New York 
City, Chicago, Denver, St. Louis, Salt Lake City, 
Milwaukee, Houston, White Sulpher Springs, W. Va.— 
to mention but a few. His travel schedule reads like 
an airlines timetable for the rest of this year and the 
first few months of next. 


Here are a few on his list: Nov. 10-11, Association 
of Military Surgeons, Washington, D. C.; Nov. 12, 
American Society of Crippled Children and Adults, 
Chicago; Nov. 14, a function of the Michigan State 
Medical Association, Lansing; Nov. 19, speak at 10th 
annual conference of the Woman's Auxiliary in 
Chicago; Nov. 26, leave tor AMA Clinical Session in 
St. Louis. On the docket for next year are speaking 
engagements in California in January, commencement 
address at Toledo University in February, and in 
March speak at AMA’s Rural Health Conference in 
Dallas, take part in a scientific forum of the Omaha 
Centennial, speak before the American Academy of 
General Practice in Cleveland. In April he will speak 
to members of the Ohio State Medical Association and 
attend the Connecticut State Medical Association 
mecting. May, too, will be a busy month with trips 
to Macon for the Medical Association of Georgia, 
Pinehurst for the Medical Society of North Carolina, 
Jackson for the Mississippi State Medical Association, 
Boston for the Massachusetts Medical Society and 
Springfield, Mass., for the dedication of a municipal 
hospital. 


And when McCormick has nothing else to do for 
AMA, he tends to his private surgery practice at St. 
Vincent’s Hospital in Toledo and also does a job or 
two for the Elks, Lions, Boy Scouts and other or- 
ganizations in which he maintains active interest. So, 
you can see that your president is doing his share 
towards promoting the positive side of American medi- 
cine. 


AMEF °53 GOAL IN SIGHT 


Nearing its 1953 goal of one million dollars, the Amer- 
ican Medical Education Foundation reports that dona- 
tions so far this year have amounted to more than 
$950,000 from 15,151 contributors. With more than 
a month remaining of the current year, there is a good 
chance that the Foundation will reach its goal. The 
above figures already have established a new record. 
In 1951, the first year of operation, the Foundation 
raised $745,600 from 1,836 contributors and _ last 
year's receipts totaled $906,553 from 7,259 donors, 
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In reporting the new income figures, Dr. Louis H. 
Bauer, Foundation vice-president, pointed out that al- 
most every state and local committee has stepped up 
activity in conjunction with the national direct mail 
campaign in an effort to raise additional funds for the 
country’s medical schools. Types of campaigns have 
varied throughout the nation . . . in some states the 
committees are using a personal solicitation method 
while others have adopted voluntary assessments or 
increasing society dues. Both Illinois and Utah, for 
example, have voted a $20 increase in state society 
dues. During the first 10 months of 1953, Illinois raised 
more than $179,000. 


DALLAS TO BE SCENE OF RURAL HEALTH 
CONFERENCE 


Calling for all-out community “teamwork,” the ninth 
National Conference on Rural Health will stress the 
importance of individual participation in community 
affairs at the March 4-6 sessions in the Baker Hotel, 
Dallas. Sponsored by the AMA’s Council on Rural 
Health, the Conference theme will be: “Let’s Put 
‘More ‘U’ In CommUNITY.” 

Leaders in the fields of medicine, agriculture, ed- 
ucation and public health will attend the formal 
sessions which begin at 2 p. m. on Thursday, March 
4, and continue through Saturday, March 6, winding 
up with a luncheon meeting at 1 p. m. Problems of 
nutrition and costs of medical and hospital care and 
methods of prepayment are the principal subjects to 
be discussed by outstanding rural health leaders. A 
major portion of the program will be devoted to suc- 
cess stories related by members of the audience. 

In addition, a pre-conference session “for doctors 
only” will be held Thursday morning. Problems con- 
fronting physician-members of state rural health com- 
mittees will be discussed, such as: (1) physician 
participation at the grass roots, and (2) health insur- 
ance matters. 


DEATHS 


THOMAS G. BROOKS 

Dr. Thomas G. Brooks, 53, prominent and beloved 
physician of Aiken, died at the University Hospital in 
Augusta on the evening of October 27. His untimely 
death followed more than a year of illness. 

A native of Georgia, Dr. Brooks was graduated from 
the Medical College of Georgia in 1924. Except for 
the years (1942 to 1945) when he served with the 
U. S. Army, he had practiced in Aiken and at the 
time of his death was chief of the staff of the Aiken 
County Hospital. 

Dr. Brooks is survived by his widow, the former 
Miss Alice Danforth, one daughter, his mother, two 
brothers and four sisters. 


JAMES A. FORT 
Dr. James A. Fort, Sr., died at the Orangeburg 
Regional Hospital, Sunday night, November 15, after 
an illness of four weeks. He was seventy-three years of 
age. 
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Dr. Fort was born in Laurens County and received 
his early education in the local schools. After his 
graduation from the Atlanta School of Medicine in 
1907, he began practicing in Georgia. He moved to 
North in 1927 and had practiced there until the time 
of his death. 


Beloved by all who knew him, Dr. Fort not only 
practiced his profession in his community but he gave 
much of his time to his Church, and to civic organiza- 
tions. He was also a Mason. 

Survivors include his widow, Mrs. Myrtle W. Fort, 


one son, Dr. James A. Fort, Jr. of Columbia, and four 
daughters. 


NEWS ITEMS 


Dr. J. C. Montgomery has opened offices in Kings- 
tree for the practice of general medicine. 


Dr. W. H. Amspacher, a native of Oklahoma and 
former Army associate of Dr. John K. Webb, has 
moved with his family to Greenville to be associated 
with Dr. Webb in the practice of surgery. 


Dr. Carl A. West of Camden was elected President 
of the Fifth District Medical Society at a recent meet- 
ing. Other officers elected were Dr. J. S. Rhame, 
Camden, Vice President and Dr. L. G. Shaw, also of 
Camden, Secretary-Treasurer. 


Dr. and Mrs. B. J. Workman, Jr. of Woodruff have 
announced the birth of their second son, Franklin 
Mver, on October 19. 


Dr. T. G. Goldsmith of Greenville, was installed as 
President of the Association of American Physicians 
and Surgeons, at a recent meeting of the Association 
held in Chicago. 


Dr. J. G. Murray, Jr. has returned to Greenwood to 
practice medicine with his father Dr. J. G. Murray, 
Sr. 


The following South Carolina physicians have be- 
come Fellows of the American College of Surgeons: 
C. Wilson Orr, Anderson; John C. Hawk, Charleston: 


George H. Bunch, Columbia; Harold M. Allison and 


Cecil G. White, Jr., Greenville; Thomas M. Davis, 
Manning; Harry L. Tuten, Orangeburg; Charles B. 
Hanna, Spartanburg. 


Dr. A. T. Moore of Columbia, was elected President 
of the §S. C. chapter of the American College of 
Surgeons for the coming year. Dr. Furman Wallace of 
Spartanburg was deat Vice President and Dr. John 
R. Timmons of Columbia, Secretary-treasurer. 


At the recent meeting of the §. C. Public Health 
Association, Dr. John M. Preston, Richland County 
Health Officer, was installed as President of the Asso- 
ciation. 


Dr. George M. Statham has recently moved to Rock 
Hill and is engaged in the practice of pediatrics. 


Dr. James B. Galloway and Dr. Penrod C. Hepper 
have announced their association in the practice of 
neuropsychiatry, with offices in Columbia. 
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WEST PALM BEACH INVITES YOU 

The Southeastern District Meeting of the Inter- 
national College of Surgeons is to be held at West 
Palm Beach, Florida, in the Pennsylvania Hotel on 
January 29th and 30th, 1954. 

We take this opportunity to invite the Surgeons and 
any other interested doctors of South Carolina to 
attend the meeting. 

The Pennsylvania Hotel is ideally situated on the 
west bank of Lake Worth affording an excellent and 
unobstructed view of the shoreline of beautiful Palm 
Beach, the winter playground of the world. Attractive 
rates have been established by the hotel for this meet- 
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ing at the height of the Palm Beach social season. 
All of the traditional seasonal activities will be in full 
swing and available to those in attendance. A choice 
time of the year for a Florida vacation. 

In addition to the entertainment there will be a 
top-level program featuring top-level surgeons. 

An informal dinner will be included in the reserva- 
tion fee of $10.00. Outside events will be arranged 
for the ladies. . 

Reservations should be made early by writing The 
Manager, Pennsylvania Hotel, West Palm Beach, 
Florida, or Dr. Lloyd J. Netto, Chairman, 416 Comeau 
Bldg., West Palm Beach, Florida. 


WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. David A. Wilson, Greenville, S. C. 


Publicity Secretary: Mrs. N. D. Ellis, Florence, 8. C. 


THE STUDENT LOAN FUND 
OF THE WOMAN’S AUXILIARY 
TO THE SOUTH CAROLINA 
MEDICAL ASSOCIATION 


The Student Loan Fund of the Woman’s Auxiliary 
to the South Carolina Medical Association was 
creatéd in 1931. It was the result of the need for 
financial help for worthy sons and daughters of South 
Carolina physicians, who in many cases found it 
difficult or impossible to complete their medical educa- 
tion without outside financial help during the de- 
pression years. 

The Sims Memorial on the State House grounds 
had just been completed by the Auxiliary, and the 
activities of the organization were then directed to- 
ward the Loan Fund. 

The idea came into being during the term as Presi- 
dent of the late Mrs. L. O. Mauldin of Greenville, and 
Mrs. William A. Boyd was the first chairman of the 
fund. After a thorough study by Mrs. Boyd and her 
committee a set of rules governing the operation of 
the fund was adopted. These rules, only slightly 
changed through the years, are in operation at the 
present time and are quoted below: 

1. The personnel shall consist of the Chairman, Co- 
chairman, the President, President-elect, and the 

Student Loan Fund Chairman of each Auxiliary, 

and past presidents. 

. A. The election of the Chairman and Co-chairman 
of the Student Loan Fund shall be in the House 
of Delegates. 

B. The Chairman and Co-chairman and Treasurer 

of the Student Loan Fund shall serve four (4) 

years. 

C. There shall be a Treasurer for the Student Loan 

Fund elected in the same manner as the Chairman 

and Co-chairman to serve four (4) years. 

3. The Secretary shall be appointed by the Chair- 


to 


man. 

4. That Student Loan Fund Committee be self- 
supporting. 

5. There may be one Committee meeting called by 
the Chairman during the year, and one meeting 
prior to the House of Delegates. Any additional 
meetings at the discretion of the Chairman. 


SELECTION OF STUDENT 


1. The student shall be selected by the Student Loan 
Fund Committee according to the rules. 

. A. Voting shall be by written ballot only. 
B. All sessions of this committee shall be private 
except when the Chairman is unable to attend and 
an authorized appointee is sent in her place. 
C. No student or relative of student is allowed to 
attend. 
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RULES FOR STUDENTS 

1. That the Student Loan Fund be used for students 
attending South Carolina Medical College. 

. That applicant’s Junior and Senior years of Col- 
ege be fully investigated as to scholarship, and 
his scholarship be of high standing—at least “C” 
grades. 

3. Only resident sons and daughters of physicians 
who are, or have been members of South Carolina 
Medical Association are eligible for benefit of 
this fund. 

4. A detailed application on a form supplied by the 
Student Loan Fund Committee is required of all 
who desire loans. Such application must be ac- 
companied by two letters of recommendation as 
to character and integrity, by records of prepara- 
tory work, and by a phvsician’s statement of ap- 
plicant’s sound health. 

5. The maximum loan allowed to one student for 
each year is $500. A note, satisfactorily endorsed, 
must be given for each separate amount received. 
$2,000 to be the maximum loan to one student. 

. No interest charged. 

. Repayment shall be made at rate of $10.00 per 
month, beginning one year from date of gradua- 
tion or completion of professional training. Any 
borrower leaving college before graduation for 
other than providential causes, shall begin repay- 
ment in three months after date of leaving. 

8. The College shall be requested to report stu- 
dent’s progress to the Chairman of the Loan Fund 
Committee at the end of each semester. Loan may 
be discontinued at any time, to any student whose 
work or conduct becomes unsatisfactory. 

9. Every borrower of this Fund shall keep the Chair- 
man of the Committee informed of any changes 
in address, so long as any part of his indebtedness 
to the fund remains A 

10. All applications for loan must be in hand of 
Chairman of Loan Fund prior to the pre-con- 
vention Student Loan Fund Committee meeting. 
This loan fund was very popular during the lean 4 - 

oression years and no doubt proved a boon to man 

inancially harrassed medical students. Let it be said, 
to the credit of those who participated, that every 
loan has been paid in full. 

At the time the loan fund was begun, it received 
the enthusiastic commendation of the late Dr. Robert 
Wilson, then Dean of the Medical College. There is 
no less support from the present authorities of the 
College, including President Kenneth M. Lynch, who 
feel that the fund should be kept adie for the 
probable lean years to come. 


to 
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NURSE RECRUITMENT WEEK 
FEBRUARY 7-13 


Florence Nightingale probably never dreamed that 
nursing, the profession she pioneered would become 
the most popular profession in this country for young 
women. However, the demand for nurses is growing 
rapidly. Public health authorities have estimated that 
by 1960 almost as many more nurses will be needed 
as are active now. 

Did you know that on January 1, 1953, there were 
only 1099 student nurses in South Carolina? During 
the school year 1953-54 we will need to recruit 2198 
more students. 

Not only is the need for nurses growing but the 
responsibilities of nurses are growing, too. Numbers 
alone are not enough; nurses must be well educated 
both for nursing and for living. The Auxiliary will 
continue to sponsor the organization of Future Nurses 
Clubs in high schools this year. Our goal is: “At least 
one club in each county in South Carolina”. 

Future Nurses’ Clubs present a way to interest 
high school students in personal and community 
health, to encourage them in finding out nursing re- 
quirements as well as the many opportunities open to 
a girl who chooses nursing as a career. 

One of the greatest problems in nursing education 
is the dropping out of nearly one third of the students 

fore graduation. The club program prepares girls 
for entering nursing, helps them gain a better under- 
standing of the profession. It helps some of them, too, 
to see in advance that it is not the occupation for 
them. 

A state wide Future Nurses’ Club rally will be held 
sometime in April at Winthrop College, Rock Hill, 

If every county has a club, then many girls can 
take advantage of this opportunity to meet an 
with other future nurses. 

With the theme, “Nursing—The Opportunity That 
Knocks Twice”, the Auxiliary will observe “Nurse Re- 
cruitment Week”, February 7-13. This will follow the 
selection of “Miss Student Nurse” in the local schools 
of nursing. The South Carolina Hospital Association 
will sponsor this contest, and the Auxiliary will co- 
operate whenever called upon. 

The following suggestions are offered to County 
Auxiliaries for activities during Nurse Recruitment 
Week, in cooperation with the various schools of 
nursing in the state: 


mingle 
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1. Have a proclamation, issued by the Mayor of each 
town in the county or district. 

2. Observe “Nurse Rectuitment Sunday”, Feb. 7, by 
having nurses attend church in a body, arrange- 
ments having been made in advance with the 
minister to have a special sermon or reference for 
nurses. 

3. Arrange prominent window displays. 

4. Have newspaper publicity—pictures, advertising, 
feature stories, editorials, etc. 

5. Arrange for radio and television programs, using 
skits and spot announcements. 

6. Set up a speakers’ bureau in an effort to educate 
parents to the need and to the various fields open 
in nursing. Speakers will be available for civic 
clubs, P. T. A., girl scouts and church organiza- 
tions. 

7.Hold chapel programs in Junior and Senior high 
schools. 

8. Distribute copies of the rules governing the Jane 
Todd Crawford Fund to all high schools. 

Our nation has issued a plea for many more nurses. 
Hospitals are expanding their services, new health 
projects are underway, and defense preparations are 
making demands for personnel in every branch of 
nursing service. With the shortage of nurses more 
acute than ever, let each of us begin now to help re- 
lieve it by organizing Future Nurses’ Clubs and by 
making “Nurse Recruitment Week” a huge success. 

Mrs. Alton G. Brown, Chairman of Nurse 
Recruitment and Jane Todd Crawford 
Loan Fund 


ATTENTION—ESSAY CONTEST 

Groundwork is being laid by our Public Relations 
Chairman, Mrs. John O. Fulenwider of Pageland, for 
Auxiliaries to help with the eighth Annual National 
Essay Contest for High School Students, sponsored by 
the Association of American Physicians and Surgeons. 
The subject is “Why the Private Practice of Medicine 
Furnishes this Country With the Finest Medical Care”. 

Instructions will be sent to County Public Relations 
Chairmen. Legislation Chairmen will be asked to help 
with this project, too. The contest starts Jan. 1, 1954, 
and essavs must be submitted on or before March 1, 

Dr. Thomas Goldsmith of Greenville, S. C. is the 
president of the American Association of Physicians 
and Surgeons, and Dr. Thomas Parker, also of Green- 
ville, is one of its Directors. 


THE TEN POINT PROGRAM 


M. L. MEADORS, EXECUTIVE SECRETARY AND COUNSEL 


THE PROFESSION’S POSITION ON 
VETERANS’ CARE 


The American Medical Association has undertaken 
a definite program to acquaint the people of this 
country with the true facts regarding the medical care 
of veterans. Not many people, comparatively, realize 
the far-reaching eftect of the Veterans Administra- 
tion’s present program, and its inevitable consequences 
if it is continued and expanded indefinitely. 


It should go without saying—but the A. M. A. has 
had no hesitancy in doing so—that “The medical pro- 
fession fully endorses and supports the medical pro- 
gram of the Veterans Administration, through which 


veterans receive medical care and hospitalization, with- 
out cost, for illness or injury incurred as a result of 
military service,"—that is in service-connected cases. 
The A. M. A., however, believes that it expresses the 
overwhelming view of the medical profession and the 
majority of the people of the United States, in saying 
that the responsibility for the remaining groups of 
veterans whose disabilities are totally unrelated to 
military service, should revert to the individual and to 
the community, and in recommending that these 
groups should not continue to receive free medical 
care and hospitalization from the federal government. 
There are, temporarily at least, two exceptions from 
this general rule—the disorders from tuberculosis and 


~ 
322 
a 
wi 
4 
z 
= 


December, 1953 


neuropsychiatric causes, of non-service origin, where 
the veterans cannot afford private medical care. The 
reason for the exceptions is primarily the lack of 
adequate existing facilities in most communities, for 
treatment of such cases. If and when civilian hospitals 
can be readied for the purpose, this responsibility, it 
is believed, should also revert to the individual and 
the community. 


Among the reasons why the medical profession has 
adopted this position are: the present V. A. program 
has increased government control of medicine, in- 
creased the tax burden, and adversely affected the 
civilian hospital system. The provision of free, federal 
medical care and hospitalization to nearly half of all 
employable males, which is, or soon will be the result 
of the present program, is a giant step toward a com- 
plete federal health program. 


In the past cight years the cost of the V. A. medical 
program has increased 600 per cent. 


Government hospitals are in direct competition with 
civilian hospitals, both for patients and medical per- 
sonnel. The V. A. program competes with that of the 
Hill-Burton Act for construction funds. It weakens the 
civilian medical training program, creates an artificial 
shortage of health personnel, and definitely results in 
higher costs of medical care for non-veterans. 


According to information compiled by the A. M. A. 
from data furnished by the Veterans Administration, 
and therefore undoubtedly authentic, over 84 per cent 
of the patients in V. A. hospitals during a year’s time 
are receiving medical care at government expense for 
non-service-connected disabilities. That statement is 
based on actual figures for the year 1951, during 
which V. A. hospitals discharged 511,895 patients, of 
whom 78,990 were hospitalized for illness or injury 
incurred in or connected with service in the Armed 
Forces. Reporting its patient load on a day-to-day 
basis enables the V. A. to list 35 per cent of its cases 
hospitalized at any one time as service-connected, and 
the number is continuing to increase. From 1936 until 
1945, the ratio of patients remaining in hospitals to 
the number admitted, ranged from 1 to 3.0 to 1 to 
3.5. Since that time the ratio has steadily increased, 
until for the fiscal year 1951 the figures were 1 to 5.1. 


As serious as the present situation may be, it is 
nothing to be compared with the result to be expected 
in future years if the current method of dealing with 
non-service-connected cases is continued. The follow- 
ing facts and figures with respect to the present and 
future veteran population, hospital facilities, personnel 
and costs, are arresting: 


The U. S. veteran population is now over 20,000,000 
and about 1,000,000 more are being added each year. 


Current legislation entitles any war veteran to medi- 
cal care and hospitalization through the V. A., regard- 
less of the origin of his disability. A veteran with a 
non-service-connected disability must state that he can- 
not afford private medical care in order to be ad- 
mitted. 
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The V. A. is currently operating 154 hospitals with 
a total of 116,986 beds. One hundred hospitals are 
for general medical and surgical patients, 20 for tuber- 
culous patients, and 34 for neuropsychiatric patients. 

Expansion program currently calls for 182 hospitals 
with 135,217 beds, and 17 domiciliary units with 
17,443 beds. 

On June 30, 1953, the waiting list for V. A. hospital 
admittance totaled 22,613 veterans—of whom only 3 
had service-connected disabilities. 

General medical and surgical patients in V. A. hos- 
pitals are confined four times longer than those in 
civilian hospitals. 

Each bed in a private hospital is used by a series of 
35.4 patients during a year’s time—compared to each 
V. A. general medical and surgical bed for 7.9 pa- 
tients. Aging veterans will require prolonged and more 
frequent hospitalization, thereby increasing costs, per- 
sonnel requirements, and types of facilities. 

If current veterans’ benefits are continued, another 
148,000 beds ultimately will be needed. Total cost, 
computed at $20,000 per bed; $2,960,000,000. 

The V. A. employs 7,058 physicians, of whom 
4,160 are full-time. Over-all V. A. medical employees 
total 131,919, an increase of 6,000 in the past twelve 
months. 

The federal government is creating an “artificial” 
shortage of medical personnel because the gigantic 
V. A. medical program siphons off the staffs of civilian 
medical programs. 


The Congress voted $747,415,264 to finance the 
V. A. medical program during 1953. 


We do not believe that the majority of veterans 
themselves are aware of the implications involved in 
this program as now administered. We are perfectly 
sure that the vast majority of veterans, which group 
more than any other has already proved its loyalty, its 
willingness to sacrifice to the fullest extent for their 
country, would not be in favor of a continuation of 
such a program if they were fully cognizant of the 
direction in which it is leading, and the ultimate 
effects which seem to be inevitable. 


As in the case of so many public issues which arise 
from time to time, the need is for education of the 
public—to acquaint them with the facts as they are 
and to invite and stimulate fair and impartial thought 
on the subject. We all have our personal and group 
sympathies and loyalties. These, perhaps more than 
anything else. prompt our most immediate and de- 
termined reactions. If we are not personally affected, 
we are prompted by the effects of any program or any 
change upon those with whom we are most closely 
associated, and to whem we feel a sense of loyalty 
and identification. Nearly all of us feel that way to- 
ward the veterans, and we should feel so. They, them- 
selves, and their organizations, are prompted by such 
reactions, but we need to think, and as a basis for our 
thought, we need first, a true picture of the extent of 
the program which exists and the direction in which 
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it is leading. Having these facts clearly before them, 
the application of even a moderate amount of serious 
thought should convince the majority of the people 
of the country, including most of all, the veterans. 
that that very same sense of sympathy and _ loyalty 
together wth the wider loyalty and devotion to the 
welfare of the country as a whole, demands that 
principles of justice and fair dealing be applied to 
this as well as to other such problems—that every 
consideration be given, and more than adequate sup- 
port furnished the effort to lessen the effect or restore 
the damage created by service in the Armed Forces, 
no matter where; but that disabilities which are in 
no way connected with such service and which, so 
far as the human mind is able to determine, would 
have occurred regardless of whether the individual is 
a veteran or not, should not be the responsibility of 
government until and unless the same sort 
sponsibility is assumed for all the population. 


of re- 


MALPRACTICE INSURANCE 


Someone—we cannot recall who it was—once made 
the statement that “The law is an exact science.” It 
may have been a lawyer, but if so, he must have been 
of the teaching rather than the practicing variety. The 
statement may be true enough theoretically, but in 
practical application, it is in our experience, about as 
far from accurate as any that could be made. 


Nothing which is so responsive to and dependent 
upon the varying attitudes of individuals, the prior 
conditioning and natural reaction of human minds, 
in short, nothing so subject to the unpredictable 
human element, could be considered exact in its ap- 
plication. 


The most convincing case in point is the average 
damage suit. These suits are brought usually for large 
amounts. Frequently, for far more than the plaintiff's 
attorney even remotely hopes to recover, but the 
verdict cannot be larger than the amount sought and 
limited by having failed to ask for enough—then too, 
of course, no plaintiff's attorney would like to be 
it is hoped that the request for the large sum will have 
some psychological effect upon the jury in tending to 
persuade them that the damage was truly great. 


Recently, in one of the South Carolina Courts, a 
suit brought for $100,000 against a general practioner 
of excellent standing, resulted in a verdict against him 
in the amount of $12,000.00 According to the news- 
paper accounts, the complaint charged that an im- 
properly administered injection of penicillin had 
caused partial paralysis of the patient’s arm, and con- 
sequent impairment of his ability to earn a living. It 
seems, again from the newspaper accounts, to have 
been fairly well established that the patient did suffer 
some partial paralysis or loss of use of his left arm, 
that it may be semi-permanent, and might have some 
effect upon his ability to earn a liviig. It likewise ap- 
pears that the condition arose shortly after he received 
an injection in the doctor’s office and perhaps under 
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the circumstances, it is logical to assume—in fact, it 
seems to have been admitted by the defendant, that 
there was some connection between the “shot” and 
the resulting injury. 


But, so far as the newspaper account indicates—and 
this is the crux of the matter—evidence, if any, of 
negligence, have been minimal (un- 
doubtedly, some evidence was presented to sustain the 
charge of negligence—otherwise, the judge would not 
have permitted the case to go to the jury for decision ). 
It appeared that the injection was not the first which 
had been administered in this doctor’s office to this 
particular patient for the same condition. No unfavor- 
able reactions had resulted from the others. The situa- 
tion may well have been the result of unavoidable 
accident or mischance—which the law recognizes— 
rather than from negligence which is “the want of due 

care. 


seems to 


The point of all this, however, is that the jury, the 

final arbiter, thought otherwise, and in the absence 
of an appeal, its verdict will stand. Presumably, the 
physician was covered with malpractice insurance. If 
so, his insurance carrier should have, and, doubtless 
did provide for the defense, and will pay the verdict. 
The reason for this discussion, is to call to the at- 
tention of the members of the South Carolina Medical 
Association, that such things can and do happen to 
reputable physicians, despite their most genuine efforts 
to avoid circumstances and conditions from which 
they can arise. 
South Carolina, and the Southern states generally, 
have been rather fortunate in the past in the small 
number, comparatively, of such suits. Malpractices 
cases in other parts of the country, notably the North 
and East, have been numerous, many of them sur- 
rounded by and arising out of circumstances highly 
questionable, to express it in very moderate terms. 
Consequently, insurance rates in those sections have 
been high, as compared with a very low rate in this 
State up until a few years ago. Within recent months, 
however, an upward trend in the number and serious- 
ness of such suits has been noted, and this was re- 
flected almost immediately in a rather drastic increase 
of malpractice insurance rates in the State. Not very 
many companies write this form of insurance, but 
there are, of course, several excellent and responsible 
companies which do so. In September, 1952, as a re- 
sult of research by and consultation among their 
actuarial departments, uniform rates were adopted 
and now apply among all the companies—at least all 
of the well-recognized companies—writing malpractice 
insurance, very much the same as is true in the case 
of fire insurance and other risks. 


It behooves every physician in active practice who 
is not covered by malpractice insurance to give care- 
ful consideration to the advisability of securing such 
coverage. The need, we earnestly believe, is consider- 
ably greater now in South Carolina than it has been in 
the past. A field heretofore largely unexplored or un- 
exploited, due primarily, we think, to the high esteem 
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(The Council on Pharmacy and Chemistry of the American Medical Association 
has adopted the following statement which appears in New and Nonofficial 
Remedies, 1953, Philadelphia, J. B. Lippincott Company, pp. 171-173, 1953.) 


MeTHANTHELINE Brome.— Banthine Bromide (Searle) 


8-Diethylmethylaminoethy! 9-xanthenecarboxylate bromide 


Actions and Uses.—Methantheline bromide, a para- 
sympatholytic agent, produces the peripheral action of 
anticholinergic drugs such as atropine and the gangli- 
onic blocking action of drugs such as tetraethylammo- 
nium chloride. Tolerated amounts of methantheline 
bromide exert side effects typical of atropine-like drugs, 
but cause less tachycardia, and also cause less postural 
hypotension than does tetraethylammonium chloride. 
Toxic doses produce a curare-like action at the somatic 
neuromuscular junction. 


Clinical studies indicate that the drug effectively in- 
hibits motility of the gastro-intestinal and genito-urinary 
tracts and, to a variable degree, diminishes the volume 
of perspiration and salivary, gastric, and pancreatic se- 
cretions. li also decreases mucoprotein secretion. Like 
atropine, it produces mydriasis and cycloplegia when 
applied locally to the eye or administered systemically, 
but until more clinical evidence becomes available. its 
local use for this purpose is not recommended. The 
value of the drug for preventing abnormal cardiac re- 
flexes through the vagus during thoracic surgery, or as 
an agent for routine preoperative medication in place 
of atropine, requires further investigation before final 
conclusions can be reached. 


Methantheline bromide is indicated for clinical use 
whenever anticholinergic spasmolytic action is desired, 
provided it is not contraindicated because of its atro- 
pine-like characteristics or because of a patient's intol- 
erance to the unavoidable side effects of such therapy. 
It is useful as an adjunct in the management of peptic 
ulcer, chronic hypertrophic gastritis, certain less 
specific forms of gastritis, pylorospasm, hyperemesis 
gravidarum, biliary dyskinesia, acute and chronic pan- 
creatitis, hypermotility of the small intestine not asso- 
ciated with organic change, ileostomies, spastic colon 
(mucous colitis, irritable bowel), diverticulitis, ureteral 
and urinary bladder spasm, hyperhidrosis or control of 
normal sweating which aggravates certain dermatoses, 
and control of salivation. 


Methantheline bromide produces some degree of 
cycloplegia and mydriasis in therapeutic doses and 


therefore should not be administered to patients with 
glaucoma. It sometimes decreases the ability to read 
fine print. Xerostomia (dryness of the mouth) is a com- 
mon, sometimes transient. side effect. Urinary reten- 
tion of varying degrees may occur in elderly male 
patients with prostatic hypertrophy, and some patients 
may have difficulty emptying the rectum. Patients with 
edematous duodenal ulceration may experience nausea 
and vomiting during initial administration of the drug. 
These patients should take only liquids during the in- 
stitution of drug therapy. All patients should be advised 
of the possible occurrence of side effects. Overdosage 
sufficient to produce a curare-like action may be coun- 
teracted by prompt subcutaneous injection of 2 mg. of 
neostigmine methylsulfate. 


Dosage.—Methantheline bromide is administered orally 
or parenterally by either the intramuscular or intrave- 
nous route. Parenteral administration is not advised for 
patients able to take the drug orally. The average initial 
dose for adults, oral or parenteral, is 50 mg. For patients 
with considerable intolerance, 25 mg. may be employed. 
In the management of peptic ulcer, a beginning sche Jule 
of 50 mg. three times daily before meals, and 100 to 159 
mg. on retiring is suggested. However, the usual effec- 
tive dose is 100 mg. four times daily, although som> 
patients may require more or less than this amount. 
The dosage may be increased to tolerance, using dryness 
of the mouth as a guide, and adjusted to meet the indi- 
vidual response of patients. Maintenance dosage in pep- 
tic ulcer is usually considered to be about one-half the 
therapeutic level. In the management of other hyper- 
motile or hypersecretory states, the dosage should be 
adjusted to the smallest amount which will relieve the 
symptoms. When spastic conditions are secondary to 
inflammatory or other organic lesions, therapy directed 
toward the cause should be employed whenever possible. 


G. D. Searte & Co. 
Powder Banthine Bromide: 2 cc. ampuls. 50 mg. 
Tablets Banthine Bromide: 50 mg. 
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in which the average physician is held, and to his 
position and prestige in his community—is being re- 
discovered and is coming to be viewed in a somewhat 
different light. It is all a part of the modern, com- 
mercial, monetery standard which controls in- 
fluences every facet of ow lives, and which un- 
fortunately has influenced not simply the marts of 
trade but the professions as well—and we don’t mean 
only the legal profession. 


SOCIALIZED MEDICINE BY INDIRECTION 


“Within 20 years the majority of Americans will 
probably be veterans. That is certain to be the case if 
our young men are continuously drafted for military 
service, or if some form of universal military training 
is made a permanent part of our law. Thus, if Congress 
allows veterans to continue to receive free medical 
care for anu illness or injury they incur, we will have 
socialized medicine in America in 20 years without 
even changing our laws!” 

That conclusion was expressed some time ago in 
the Indianapolis Star. Similar views have been stated 
by other newspapers and informed individuals. The 
basisPp—not the medical services or hospitalization 
furnished veterans for disabilities incurred in or asso- 
ciated with their military service, but the ever-rising 
tide of non-service-connected disabilities for which 
free government care continues to be provided. 

General Frank T. Hines, in 1945, while Administra- 
tor of Veterans’ Affairs, said: “With the numbers in- 
volved in this war and with the needs clause retained 
in the legislation, a peak load requirement of some 
400,000 beds by 1975 would seem a fair estimate. 
With the needs clause removed the number would be 
measurably increased to the extent that free hospitaliza- 
tion would be afforded by the government for ap- 
proximately one-third of the adult citizens of the 
country, which in turn might involve a recurring an- 
nual expenditure for such item alone of approximately 
$1 billion.” 

The tremendous growth of this program in a period 
of less than thirty years is revealed by figures procured 
from the records of the Veterans Administration itself, 
and from these it is all too obvious what the future 
holds unless a radical change is made: 

“By 1926, only two years after government facilities 
were opened to veterans with non-service-connected 
ailments, 17 per cent of all the patients were getting 
service.” 

“Another two years, by 1928, and 49 per cent of 
the admissions to veterans hospitals were for non- 
service-connected conditions.” 

“Three years later, by 1931, the non-service-con- 
nected cases accounted for 71 per cent of the ad- 
missions.” 

“By 1944, the sum of $218 million had been spent 
for veterans’ hospital construction since the First 
World War, and during that time more than 80 per 
cent of all the admissions were for treatment of con- 
ditions not related to military service.” 
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“Now, as shown by the Veterans Administration’s 
own figures for the 1951 fiscal year, about 85 per cent 
of the patients treated each year are veterans with 
non-service-connected disabilities—and that means 85 
per cent of more than half a million patients.” 

“Of the patients remaining in government hospitals 
at the end of the 1951 fiscal year—and there were 
over 100,000—almost 65 per cent were veterans with 
non-service-connected conditions.” 

“If we continue the present policy of government 
care for any and all veterans with non-service-con- 
nected ailments, the size and cost of the VA medical 
program will continue to increase. Such an increase is 
inevitable because our veteran population will be 
getting older as well as bigger in the years ahead. And 
the facts show clearly that as veterans grow older, 
both the number and the percentage of non-service- 
connected cases rise steadily.” 

“Consider the future impact of that basic trend when 
we look ahead and see that by the year 1970, in com- 
parison with today, there will be more than three 
times as many living veterans age 45 or over, and 
more than ten times as many living veterans age 65 or 
over. 


HEALTH INSURANCE MAKES BIG GAINS 


A new high in the number of voluntary insurance 
plans covering hospital, surgical and medical costs 
was reached in the United States last year, the Health 
Insurance Council reports in of 
accident and health coverage. 

Cash benefits from voluntary protection exceeded 
$2,000,000,000 in 1952, the council said. About half 
the amount went to help meet the cost of hospitaliza- 
tion, more than one-fouurth went toward operations 
and doctors’ bills, while the remaining fourth repre- 
sented benefit payments by insurance companies re- 
placing lost income. 

92 Million Covered for Hospital Expense . . . 

The council, embracing nine associations of com- 
panies that write various forms of accident and health 
insurance, said nearly 92,000,000 persons were 
covered last year against hospital expenses. This was 
an increase of 7 per cent over 1951. 

More than 73,000,000 persons protected 
against the cost of operations under surgical expense 
coverage at the end of 1952, the council declared. 
This was a 12 per cent increase over the year before. 
Medical expense plans were held by nearly 36,000,000 
persons last year, an increase of 29 per cent over 1951. 
The number of persons protected against loss of in- 
come due to disability exceeded 38,000,000 last year, 
a record, according to the council. 

“The development of major medical expense cover- 
age,” the council observed, “is further evidence of the 
willingness of the insurance business to experiment in 
the public interest and to take steps to meet a recog- 
nized public need. It testifies to the alertness of the 
companies writing accident and health protection in 
recognizing the need for broader coverage than had 
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country.” 


employe benefit associations and private 
clinics. 


MAKING COMEBACK 


Journal. 


entitle them to payments. 
Life Firms Make Plans . . . 


offer such policies. 


heretofore been available, and thus reflects the inherent 
vitality of the voluntary health movement  in_ this 


Organizations covered in the report include insur- 
ance companies, Blue Cross, Blue Shield and various 
other independent plans in business and _ industry, 


NON-CANCELLABLE DISABILITY POLICIES 


The non-cancellable feature in disability insurance 
policies is staging a comeback, according to an analysis 
of health and accident insurance fundamentals appear- 
ing in the Commerce Clearing House Insurance Law 


The strong revival follows practical abandonment 
of this form of underwriting in the years after the 
1929 market crash, the CCH article reports. Many 
policy-holders, then, according to CCH, were moved 
by expediency and ofttimes want to feign sickness 
and indulge in various types of neuroses which would 


Numerous insurance firms have received the non- 
cancellable feature. The analysis, written by Francis 
T. Curran, supervisor, Loyalty Group Companies, for 
the New York Insurance Department’s training course, 
states that several large life insurance companies which 
recently entered the health and accident field plan to 


Most new policies of this type have a delayed action 
period before benefits are paid, which serves to 
eliminate the disability of short duration as a com- 
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pensable condition, and a more rigid control of bene- 
fits which make it economically unsafe for the policy- 
holder to be ill. Also, there is a more careful selection 
of risks. The result is, the CCH article reports, that 
loss ratios decline as benefits promised decrease. 
Therefore, rates are lower. 

Important Reaction . . . 


An important public relations reaction is reported. 
The new policies do not carry the Standard Provision 
16 which permitted a company to cancel a_ policy 
summarily. 


Early difficulties with the non-cancellable feature 
caused an active competition for the sale of this popu- 
lar policy and a consequent disregard of a caution 
issued as early as 1921 by the Bureau of Accident and 
Health Underwriters, according to CCH. 


High loss ratios caused some companies to withdraw 
their policies in 1925. Others made downward modi- 
fications. Lack of statistical data caused confusion, 
and the courts were extremely liberal in their inter- 
pretations of policy conditions, the article reports. 
Reached Peak in 1929... . 


The business reached its zenith in 1929, but the 
following years saw many companies retire from the 
field. The 20 year progress the industry has made in 
reducing loss ratios on the non-cancellable policies, 
according to CCH, is shown in the following figures: 


Year Premium Income Benefits Paid 
1932 $17,000,000 $21,000,000 
1939 16,500,000 19,000,000 
1952 62,000,000 31,000,000 


Benefits exceeded income by $4 million in 1932, by 
$2% million in 1939, while in 1952 income was more 
than double the losses paid. (Journal of Commerce ) 
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